MAIL TO: EDS
P.0. BOX 31188

REQUEST FOR PRIOR APPROVAL RALEIGH, N.C. 27622
1. PRIOR AUTHORIZATION NUMBER
NORTH CAROLINA MEDICAID PROGRAM
- 3. MEDICAID IDENTIFICATION NUMBER
PATIENT NAME (LAST) (FIRST) (M.1)
2.
DATE OF BIRTH 5. DIAGNOSIS: IgCD } (v) TYPE OF REQUEST
TH
4. MO. DAY YEAR EDITION s 01 | SURGICAL TRANSPLANT
| | | ! 02 |HOSPITALIZATION FOR: [, QENTAL
: 03 | COSMET!C SURGERY
: 04 |HEARING AID
6. ! 05
7. BRIEF SUMMARY OF CLINICAL FINDINGS: RETROACTIVE DATE(S) REQUESTED
FROM: TO:
MO. DA. YR MO. DA. YR.
8 | | 5. I [
10. PROCEDURE TO BE PERFORMED PROCEDURE CODE
11.
12. REASON PROCEDURE IS NECESSARY TO PATIENT'S HEALTH:
13. HAS PATIENT BEEN PREVIOUSLY PROVIDED WITH THIS SERVICE? YES NO
(a) IF YES, GIVE DATE PREVIOUS SERVICE RENDERED AND
(b) GIVE DATES OF ANY PREVIOUS PRIOR APPROVAL(S) GRANTED
14. PHYSICIAN OR DENTIST
HEARING AID DEALER
OPTOMETRIST 16. DATE

SIGNATURE
15. PROVIDER'S NUMBER I T O O I

17. PLACE OF SERVICE
(SEE OTHER SIDE FOR CODE)

EDS USE ONLY

0

=

APPROVAL

02| DENIED

REVIEWED BY

DATE

COMMENTS

PROVIDED SHOULD BE VERIFIED FROM THE PATIENT'S MEDICAID CARD.

APPROVAL CONSTITUTES MEDICAL APPROVAL FOR SERVICES ONLY. ELIGIBILITY FOR CARE ON THE DATE(S) THE SERVICES ARE

18. 4 TYPE, PRINT OR STAMP N
NAME
STREET
CITY
(STATE) 2P cobg) _/

‘— INDICATE:

PROVIDER'S NAME AND MAILING
ADDRESS TO ENSURE RETURN OF
THIS FORM.

372-118




